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UVMARY STATEMENT OF CERGIENCES PRIVIDETYS PLAN OF CORREOTION i =]
el (SACH DIFICIENGY MUST B5 PRECERED B FULL PRERX (EAGH CORRBCTIVE AGTION SHOULD Bt
TAS REGULATORY OR LEC IDENTIFYING [NEORMATION) ™e CROSB-HEFERENCED TO THE APPROPRIATE Dars
_ DEFICIENGY) -
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F157 | 2],y
98=D{ (INJURY/DECLINE/ROOM, ETC) .. : _ Dorteof
A faciiity must immediatiely Inform the resident _ ' {Grplotice

consult with the rasldoni’s physictan; and if
krown, notify the resident's legat representative
ar an interested famlly member when there 1s an
accident Involving the resident which results in -
injury and has the polsniial for requiring physiclsn
intervention; a sighificant change In the resident's
physical, mertal, or psychosociad status (i.e., a F157
daterierafion in health, mental, or psychosocial '
siatus In either life thraatening conditions or

clinical complications); a need to alter treatment L Resident #73 was
significantiy {i.s., 2 need to discontinue an di

existing form of irvaatmanl due to adverse scharged prior to
consaguences, or {o commence 3 new formm of survey.

treatmant); or a decision to transfar or discharge
the resident from the facility a8 specified in

§483.12{a).

i All reside
Tha facility must also promptly notify the resident ) , th nts have
and, i known, the resldent’s legal representative € potential to be
or inlerestad family membar when there Is a . affected. MDs
changa ih raom or rosmmate assignment as .
specified in §483.15{e){2); or & change in pulled continence
resident rights under Federal or State law or scores of residents
regulations as specified In paragraph (b)}(1) of for past threa ms
this seclion.

. ta determine if any
The facility must record and periodically update other resident hag

fthe address and phone number of the resident’s change in
lsgal representalive or Interested famlly member.
. continence
. . requiring physician
This REQLIREMENT is not met a5 evidenced notifieation,

by:
Based on review of fadility polioy, medical record
review, and interview, the facillty failed to notfy
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NAME OF PROVIDER OR SUPPLIER

STREET ADBREES, CITY, STATE, ZIP CODE

32016

ROVED

: ; Zb35 ETONEBROGK PLACE
BROOKHAVEN MANOR KIRGSPORT, TN 37650
x4 1> subng'mv s'ram:; gF v I o PROVIDER'S PLAN gT muaz o
Pm‘s rgnéummm OR 1 5C DENTIFYING INFORMATICN TAQ swenammg g{;’mmmm LWTE
F 157 | Conlinued From page 1 Fi57 . ‘
+ | meontinence stalus for 1 resident (£73) of 2 M. Licensed nursing
resldants reviowed for urlnary incontinence of 35 statf In-serviced on
residants reviewed. 11/27/15 on change
itioh
The findings included: of condit
including MD and
Review of the faclity's paficy Change ina iy notificati
Resident's Condition or Status revised 8/2011, family notification
revesled, "...our faclity shal} promptly nofify the by the Director of
resident, his or her Altending Physiclan, and Nursing. Nursing
representaiive (sponaer) of changes in the tsor will
resident's medical/mental cordilion and/or Supervisor
status.. A significant change In the resident's review twenty four

physical/emotional/mental condition..Exocept in
medical emergencias, notifications will be made
within twenty-four (24} howurs of a change
ocouring In the resident’s medical/mental
condlfon or status_. "

Medical recard review revealed Resident #73 was
admitted to the facllity on §/21/16 with diagnoses
of Chronie Airway Obstruction, Congostive MHeart
Fallure, Joint Replacemsnt Shouider, Dizboates
Mellitus Type (I, Chronic Pulmonary Heart -
Ligease, Aorlic Valve Disorder, Dysmetabolic
Syndrome, Osteoarttyitls, Celluliis of Leg, Morbid
Obasity, and Deprassion,

Review of the reskient's admission Minlmum

hour report, adl
flow sheets, and
new orders for any

thanges in

condition. Nursing
supervisor will
conduct these
reviews Monday
through Friday
excluding holidays.

Data Set (MDS) daled 5/29/16 revealed the IV.  Nursing supervisor
resident’s Brief Intenview %r Mental Stah'ms., (BIMS) will raport to
was 15, indicating the residentwas cognltively . .
intact. Continuad review rovesied the resident Director of Nursing

. | was dlwaya continent of bladder. weekly, Weekly

' ill be tak
Medical recard review of a fecfity admission reports will be taken
bladder evaluation dated 5/21/15 revealed the to QA maonthly.
resident’s bladder continence suale was .
asscesed as complele control, Further review |
T CMS-2957(02-59] Previous Virsions Ohaolals Evend 1D:2,H111 Facthy ID: TNE2(T3

€ 'd €618 op

If confinualiai sheet Page 2 of 10

Wd9i:y G10T 8

REY)



11/28/2015 TUP 15:51 FAX 8655942168 Dept of Esalih . hee/ezs

DEPARTMENT OF HEALTH AND HUMAN SERVICES P ey aliZarz01y
CENTERS FOR MEDICARE & MEDICAID S ES - OM
i UCTYON
“%TQENNEF oF 335,';',‘-‘*'5“““ Fexny mmrmsnmm;amcé.&a :ﬂ)uLLTIPLEcom
445174 BWING,, -
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, Z1° GODE
2035 BTONESROOK PLACE
BROOKHAVEN MANGR . KINGSPORT, TN 37680 N
FLAN OF GO N
bt | oSENCORSRIR | i | e | i
TAG BULATORY OR LB{ IDENTIFYING INFORMATION} TAS GRUSS-REFRRENCED TO THE APPROPRIATE
DEACENCY)
F 157 | Continued From page 2 F157
revezled there wera no other biadder evaluaions
during the resident's stay, :
Review of the factity's ADL {achvities of dafly
living) Flow Raecord for 8/2015 ravesled the _
resident wae frequantly incontinent of bladder
{more than 7 episodes) fram 81/15 through
6/7/15. Conlinued review of the ADL Flow Regord | -
revealed the rgsident was totally incontinant of |
biadder from 6/8/15 through discharge on Fis0 71[11{ / 5
B/26/16. . .
Medical record reviaw of a Nursing Weekly
Summary dated 8/1/15 revealad, *..Cont. ( Th
[oontinent] of B/B (bowal and birdder] with - e state of
occasional inconlinent eplsodes...” Tennessee treasury
on behalf of

Review of the facility MD (Physiclan's) Ofics
Notes dated 6/28/15, 7/27/15 and 8M8/15,
revealed the Physician did not addresa the
resident's changs in contnenca sixtus.

Interview with tho Directar of Nursing (DON) on
11413715 al 10:21 AM, in (he DON's offics,
canfinmed the nursing staff parformed angeing
agsassments and wera 10 report to the physician
any decline in the resident’s bladder function, The
DON conflrmed the residant’s bladder function
wag a significant change In #he resident's status
and the nursing staff falled to nofify the Physiclan
of the rasident’s deciine

F 160} 483.10{c){6) CONVEYANCE OF PERSONAL
$5=0 [ FUNDS UPON DEATH

Upon the death of a regident with a parsonal fund
depogited with the facliity, the factity must convey
within 30 days the resident’s funds, and a final
accounting of those funds, to the individual of

resident #150 was
reimbursed on
11/18/15.

H. All residents have
the potential to be
affected. Regional
accountant audited
on 11/17/i5 to
determine if any

F.180 other residents
affected. No other
residents affected
by this deficiant .
practice,
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445174 B. Wika — 1/102015
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STAIE, ZIP COOE
2035 $STONERROOK PLACE
MMATYY STATEMENT OF DESIGIENCES PROVIDERS OF CORREGCTION
é@é& [EM:EI-‘IJ nmme%mag ;nsﬁ?m Pﬂgﬂx moonasaﬁ”’#s" AGTION SHOULD BE CouPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROS T m%mmmmmre haTe
F 160 | Continued From page 3 F 180 M. 8usiness office
pmbt-;te hiriediction admintstering the resident's * manager to ronduct
estale,
a new monthly
audit of disch
This REQUIREMENT In not met as evidsncad 1+ O} discharged
by: residents to ensure
Based nnl revi;w of the rgsédent trust amg‘unts compliance,
‘and Interview, the facility fafled to convey the :
resident’s funds to the residents family or estats . Regional accountant
after the dexth of the resident for one resident to audit compliance
(#170) of 58 resident accounts reviewed. with visits quarterly,
The finding Inciuded;
Roeview of the faclity's Slatement Register for the
trust accounts from July 2018 throtigh November
2018, revesled Resident #170 had a continned
balance of $376,33. Conth'm?;e review of the i
Statement Reglster revealad the resident had
expired on 5/13/13. F315 %/}t/jl\g"‘“
Intesview with the Business Manager on 1110745
at 10:55 AM, in the payroll offico, confirmed the .
faciity continued tn havs the resident's secount I Resident #73 was
apen. Continued intarview with the Businass deceased prior to
Manager confirmed the resident had axpired on
5/31/43. survey.
A . I All residents have
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315 the potential to be
Based on the reskient's comprshsnsive resldents in house
assessmenl, the facifity must enstire that a 11/11/15 reviewed
resident who anters the facility without an for ch .
indwalling catheter Is not eatheterized unless the or changes in MDS
residant's olinicad condition demonstrates that coding on urinary
cathelorization was necessary, and a resident incontinence,
R CWVE-257{02-08) Previows Vorsiyhs Ohslgla Evant [ 2 Hr§ Facily m; TNEZG3
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NAME OF PROVIDER OR SUPPLIER ETAEET ADDRESS, CITY, BTATE, ZIP CODE
2635 STONERRODX PLACE
BROOKHAVEN MANGR KINGSPORT, TN 37850
SUMMAARY STATEMENT ICENCIES PROVIDER CORREGT]
gxﬁ% [‘EAGH [EﬂclEf[c'{ MBTBED:%ED BYFIRLL anm {EACH COHFH'-'_?CE!‘}[\IEANEGFT]UN SHDT.IL%NBE Wm{u.él oN
fAG REGLLATORY OR LSE IDENTEYING IRFORMATION) ™3 CROSS-REFERENCED TQ THE APPROPRIATE hars
DEFICENCY)
F 315 | Continued From page 4 F3 . Nursing staff
wha is inoomtinent of biadder recalvas appropriate inserviced o
treatment and servicss to prevant Urinary tract - Yeegon
infections and to restore as much normel biaddar notification in
funiction as possible, changes In
) continence status
gh!s REQUIREMENT Is not met az avidenced 11/27/15. As a naw
v s
Bassd on medical recard review and intarview, Process nursing
the facllity failed io provide treatment and Supervisor will
Services 1o restore as much normal bladder review adl flow
function as pasaible for 1 resldent (#73)of 2
residents reviswad for urinary incontinence of 35 sheets Monday
regidants reviewed. through Friday
The findings Included: excluding hofidays.
Bladders
Medical record revisw revesjed Resldant #73 was
admitted to the facilly on 522115 with disgriosas asseIsments on
of Chronic Airwary Obestruction, Congestive Heart residents identified
Faillure, Jolnt Replacement Shouldar, Diabetes during in house
Mellitug Typa II, Chronic Pulmonary Heart revi il b
Disease, Aortic Valve Disordsr, Dysmetabolic cview will be
Syndrome, Osteoarthritis, Cellulitts of Leg, Morhid compieted hy .
Obesily, and Depression, 12/1/15. Residents
Review of the resident's admission Minimum identified as
Data Sst (MDS) dated 5/28/15 revealad the appropriate for
resident’s Brief Interview for Menlat Status (BIMS) b .
was 15, indicating the resident was cogn adder training will
Intact. Continued review revealed the resident be started on a
was always continent of bladder. bladder training
Medical recond review of s faciity admission program by
bladder evaluation dated §/2115 revesied the
rosident’s bladder continence scale was 12/2/15.
assessed gs complete control. Purther review .
revealed no other bladder evaluations ware
complated during the resident's stay.
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NAME OF PROVIDER OR SUPPLIER BTREET ADDRESA, (7Y, 8TATE, ZIP CODE I —
2035 STONRRROOK PLAGE
BROOKHAVEN MANOR KINGSPORT, TN 37680
X 1o D R i DEF] -~ CORRECTIEACTION S e o
T | Ao | TR | GHiemEnmeiial. | o
F 315 Cortinuad From page 5 ‘ Fats| V- Nursingsupervisor
. will report to
Review of the facility's ADL gacﬁvilias of daily director of nursing
living) Flow Record for 6/2015 revealsd tha weekly the result
resident was irequenty incontinent of bladder 5
{more than 7 episodes) from 6/1/18 through of the adl flow shest
8/7/15. Confinued review of the ADL, Flow Record for changes in
rovealed the resident was totally ncontinent of b
bladdar from 8/8/15 tiweugh dlscharge on ladder status x4
8/26M5. - weeks and these
Madical record review of a Nursing Weekly weekly reports will
Summary dated 8/1/15 revealad ®...Cont. be taken to ga. MDs
[continent] of B/B [bowe! and bladder] withy will raport to
eecasional incontinent eplsodes,
director of nursing
interview with the Director of Nurging (DON) an any observed
11/13/15 at 10:21 AM, in the DON's M‘Hoe. . hV b
canfirmer the facility did not hava a bowsi and changes in bladder
bladder policy. The DON cemfirmed no bladder status during MDS [
evajuation had been mmdplafad sinca the assessments
admission evaluation and the facjiity fallad to '
pravide treatment and services o restore 94
much normal biadider function as possible for
Residert #73, | " .
' F 371 | 483.35()) FOOD PROCURE, F 371 - All undated drinks ;2/
Senf | STOREPREPARE/SERVE - SANITARY were iImmediately + /}5
di
The faclity must - - iscarded and
(1) Procure food from sources approved or freshly poured by
considered satisfactory by Federal, State or local dietary staff, lce
authorifies; and . build
(2) Store, prepare, diskibute and serve food ulldup was
under sanitary conditions removed
immediately,
1 All resldents have
the potential toc be
affected,
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gmbmgo DEFIMENGIES 1) ga?lvmm%;m mnm CUNSTRUCTION
) 445174 B WING
NAME OF PROVIDER OR BUPPLIER mﬁﬁrmnsss_mv.sm's.z:pgom
203§ STONEBROOK PLACE
BROOKHAVEN MANOR KINGSPORT, TH 17560
SUMMARY STATEMENT OF DEFICENCIES PROVIDER'S FLAN GF CORRECTION
é’,‘;‘é;ﬁ {EACH DEFICIENCY NUST B, PRECEDED BY FULL PREFDC {EACH CORRECTIVE AGCTION SHOULD s coumEnaN
TAS REQAULATORY OR L 5C IDENTIFYIRG INFORMATION] TAG CROSE-REFERENGHED TO gl-nIE APPROPRIATE bare
. ML, Inservicing of
Fari ‘Ct:\'ryhnued From page ¢ F 371 dietary staff .
This REQUIREMENT Is not maet as svidenced .
by: initiated on
Based on faclily policy review, obseivations, and 11/15/15 with

roezers observed in the dietary depariment.

with brown coiored liquid: 1

were coversd with hard powdered and frozen [oa.

interview, the facllity faied to maintaln a sanitary
environment for 1 of 2 refrigerators and 1 of 4

The findings Included:

Review of tha facflily policy Refrigerators and
Freszers, undated, revealad,”... This facility wiil
ensure gafe refrigarator and fraezar maintenance,
tomperatures, and sanitafion, and will obsarve
food explation guldelines... Al food sha]l be
appropriately dlated to ensure propar rotation by
expiration dates,.. Used by datas wij] ba
completed with axplrations dates an a] propared
food in refrigerators...Refrigarators and freezeis
will'be Kept clean, tree of dehris..*

Observation of the stand alane refrigarator with
the Ceok on 11/8M15 at 10:34 AM, in the kitchen,
revealed the following undated lloma: 3 eight
ounce cups with clear liquids; 7 four ounca cups
eight cunce cup with
red colored liquid; 41 eight sunce cups with
cream colorsd liquids; 2 eight ounce cups with
yallow cloudy liquids; 4 elght ounce cups with light
orange calored liquids; and 8 eight ounca oups
with dark orango colored liquids,

Observation of the stand alons freexer with the
Cook on 11/8/15 at 10;54 AM, in Lha kitchen,
revealed over 12 inches of powdered and frozen
lca on the floor at the freazer entrance. Continsed
obsarvation revealed 8 of tha hanging plastic
freazer curtains at the fretzer entramce
measuring 78 % inches long and 88 Inches wids

completion gn
11/25/15 regarding
dating of poured
drinks. Compression
P10338-1 Gasket
material for repair
of freezer door
ordered 11/25/15,
Iv. Walking rounds wi)|
be completed 1o
ensure proper
rotation by
expiration dates
and to ensure safa
refrigerator and
freezer
maintenance
temperatures and
Sanitation by dietary
manager or
registered dietician
weekly as part of
qletaw sanitation

el
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DEPARTMENT OF HEALTH AND HUMAN SERVICES - P R ORM Abrrtasas
' OMB NGO

TEMENT DF DEFICIEM 1 MULTIPLE CONSTRUGTION
m PLAN OI?EOIW-QTID?FS IDENTIFIGATION NUMDER: ﬁUILIJlNG
. - 445174 B, WiNG 11110/2015
NAMVE OF PROVIDER OR SUPPLIER STREET ADIRESS, CITY, STATE, ZIP CODE
- - 2038 STONEERDOK PLACE
BROOKHAVEN MANCR KIN@SPORT, TN 27850
o | SUMMARY STATEMENT OF DEFICENEIES - o E‘Ewnmmopmmecmu ooy
L] MUST PRECEDEN BY FULL FREFtY, GORRECTIVE AGTION SHOULD BE DOUPLETION
Tt | el aTory ON Lot a i ORI TG FROSE-REFERENCE T, THE APPROPRATE nATE
F 371{ Gonftinued From page 7 F 371 inspection and
- - - - taken to Qualty
| Interview with the Director of Nursing, with the Assurance
Administralor present, on {1/8/168 af 12:40 PM, in commi
the kitchen, confirmed the facility failed to Mittee monthiy,
maintain a sanitary kitchen environment with
undated items available for resident consumption

. and debrls in the freazer. ‘
F 441 483.85 INFECTION CONTROL, PREVENT F 441 Fa41 /1//,{5‘
88=p | SPREAD, LINENS .

The facility must astabligh ahd maintain an
Infection Control Program desigmed to provide a

safe, santtary and comfortable environment ard I Resident #55

to help pravent the deveiopment and transmission assessad with no

of diseass and infection. adverse effectsas a
(2) Infection Control Program result of deficient
The facility must establish an Infeation Control practice.

Program under whith it -
(1) Invastigzises, controls, and prevents infections '
in the Tactity;

(2) Deckiss what procedures, such as isplafion,
should be applied fo an Individual resident; and
{3) Malntains a record of incidents and corrective
atlions rolated to infeclions.

(b) Prevarting Spread of Infection

{1) When Ihe Infection Control Pregram
determines that a rasident heeda isolation to
prevent the spread of infection, the facilily must
Isplate the resident.

(2) The facility must prohiblt employees with a
communicable disease or infected skin leslors
from direct oontact with resldents or thelr food, if
direct contaci will transmit the diseasa.

(3) The facility must requira staff to wash their
hands afler each direct resident contact for which
hand washing Is Indicaled by accepted

QRN CMS-25E7(02-59) Previous Yarsions Cosoleis Event I ZZHIN - HachyD; Thgzn If eonttramilion shest Paga B of 40
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DEPARTMENT OF HEALTH AND HUMAN SERAVICES R P oRiA A 2sr2015
CENTERS FOR MEDICARE & M 2] CES OMB NO._ 09380391
iﬁ%‘lm IEJF DEFIGIE«IGI:ES {%1) PROW{I)E‘I:J%&PLEWM A@gﬁfﬂ:ﬁ CONITRUCTION (X.B]EQTE SURVEY
345174 B.wWND : 11/40/201¢
NAME OF PROVIDER ©9R SUPPUIER - STREET ADDRESS, CITY, STATE, ZIF GODE
2045 STONEBROOK PLACE
8 D SUMMANY STATEMENT OF DEFIGIENCIES o PAOVIDER'S PLANOF CORREGTION o
EACH 0 MUST BE PRECEDED RY FUL, I EACH aN BE
| A e oy | "EN | ESRREmReiueith | oo
F 441 | Continued From page 8 F 441 il Active residents
professienal practics. : . - with wounds on
(¢) Linens 11/10/15 will be
Personnel must handis, store, process and - assessed for
Fn?:;ﬁp:: linens so ae W prevant the spread of ) adverse effects by
) 12/4/15.
ill. Wound care
This REQUIREMENT is nol met as evidenced tompetency
by ' completed with LPN
Based on policy revisw, observatian, and #10n 11/10/15
inferview, tha tacility falled to ensure hands were '
disinfectad after glova removal during & dressing | - v, Weekly for 4 weeks
g;wanga Tor 1 of 1 resident (#95) of 35 residents RN will observe LPN
ved, #1 for proper
The findings included:; disinfection after
Review of the facility's policy Dressing Changs, ' glove removal
Clean, undated, revealed »...Procedure...10: during a dressing
Remove soiled dressing and diseand in pPlastic : change, Assurance
bag. 11. Dispoese of gloves in plastic bag. 12,
Cleanse hands by washing or use hand sanltizer. committes monthly.
13. Put on second palr of disposable gloves,..” Results will be
Observation of a dressing change for Resident bmug{'t to QA
#85 on 11/10/15 at 8:50 AM, In the residont's ] committee.
room, revealed Llcensed Practical Nurse {I.PN)
#1 had donned gloves, removed the old drassing,
rertoved her gloves, and without disinfacting the
hands, started opening the dressing packages.
Continued ahservation revesied she retrieved
clean gioves from the glove box, donned gloves,
and continued to ciean the wound, LPN #41
removed gloves, disinfected hands, donned clean
gloves, packed the wound with gauze, placed a
gauze dressing, removed gioves, and withou!
disinfecting tha hands, retrieved clean gloves
A CM5-Z567(U2-99) Provims Viarglony Obanlete Evanl ID:2 11 Foclity ID: TNR22 If confiruntion sheet Page 9of 10
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Quistozs
DEPARTMENT OF HEALTH AND HUMAN SERVICES T ORM AP
CENWTERS FOR CES OMB NO. {9
STATEMENT OF DEFIGIENCES [X2) MULTIPLE CONSTRUCTKN
AND FLAN OF CORRECTEN | A murome
awee __
NAME OF PROVIOER DR GUFPLIER

STREET ADORDAS, CITY, STATE. ZIP CONE

’ 2115 STONEBRDOK PLACE
BROOKHAVEN MANDR . KINGSPORT, TN 37660
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Intetview with the' LPN #1 on 11/10/15 al 0:05
AM, tn the hallway, confirmed she did not
diginfect her hands after glove removal and prior
to retrieving clean gloves from the box.
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